The commercial sexual exploitation of children in the U.S. is an under-recognized yet prevalent issue. An increasing number of Asian-American adolescents, particularly of Southeast Asian descent, are at risk for commercial sexual exploitation due to a myriad of factors. These factors include poverty and intergenerational conflicts as adolescents attempt to adjust to a U.S. lifestyle and culture vastly different from that of their parents. The issues of commercially sexually exploited children (CSEC) first emerged at Asian Health Services (AHS), a federally qualified community health center (FQHC) in Oakland, California, in 2001. AHS Youth Program staff and providers noticed that several Southeast Asian adolescent patients were seeking care for repeated symptoms of sexually transmitted diseases, reporting multiple sexual partners, disclosing chronic truancy issues, revealing a history of sexual abuse, and exhibited other high risk factors for sexual exploitation. Patients eventually disclosed their coercion into the sex trade and shared concerns for their health and safety. In 2006, AHS and its community partner Banteay Srei co-developed the first primary care clinical screening tool in a federally qualified health center. This paper discusses the need for and development process of the screening tool. The process included gathering perspectives of CSEC patients to ensure the tool was grounded in lived experiences of the affected population, and also incorporated insight from healthcare providers and staff to ensure practical implementation by health practitioners. The paper provides recommendations to raise awareness among community members, healthcare professionals, and policy makers in order to curtail the rising CSEC epidemic, and to address the needs of patients who have been commercially sexually exploited.
Introduction

The Commercial Sexual Exploitation of Children in the United States
The commercial sexual exploitation of children in the United States is a prevalent issue that is under recognized. It has been estimated that as many as 300,000 children under the age of 18, are at risk of becoming a commercially sexually exploited victim within the United States (Estes & Weiner, 2002) . However, estimates are often inaccurate due to the reliance on criminal justice statistics, rather than a true measurement of the hidden problem. Furthermore, much of the media coverage of sex trafficking focuses on international cases, effectively eclipsing the prevalence of the issue domestically. In the United States, the underground and transient nature of sexual exploitation has contributed to a lack of understanding amongst service providers and law enforcement. This lack of information has contributed to an often fragmented and uncoordinated response by systems which were not built to recognize commercial sexual exploitation of children as a crime perpetrated against minors, or as child abuse. coercion (U.S. Department of State., n.d.). This legislation stipulated protections for this vulnerable population, and has initiated a profound attitudinal shift in the approach to treatment for these youth. Rather than relying on a criminal and juvenile justice frame to arrest and prosecute youth for criminal solicitation, a supportive, health and development-oriented frame is beginning to emerge as a way to provide prevention, intervention and long-term support for these exploited youth (Institute of Medicine; National Research Council, 2013) (Chang et al., 2014) .
A Community Health Center's Response to Commercial Sexual Exploitation
The issues of commercially sexually exploited children (CSEC) first emerged at Asian Health Services (AHS) in Oakland, CA, through its youth program and teen clinic. The AHS youth program was established in 1996 to provide reproductive health education in response to increased Asian and Pacific Islander teenage pregnancies in the county. As a result of health education and increased knowledge of reproductive physiology, youth began to request health services, and a confidential teen clinic was started in 1999. In 2001, AHS youth program staff and teen clinic providers noted that some Southeast Asian adolescent patients repeatedly sought reproductive health services for sexually transmitted infection screening and treatment, reported multiple sexual partners, displayed chronic truancy issues, revealed a history of sexual abuse, and exhibited other high risk factors for sexual exploitation (Chang et al., 2014) . As staff established rapport and built a therapeutic alliance with their patients, some patients disclosed that they were engaged in the sex trade and talked about their health and safety issues and concerns. In an attempt to access resources for patients, AHS staff connected with other community organizers in the education and youth development fields, and realized that several of these organizers were also actively seeking CSEC resources for their students and clients.
Commercial Sexual Exploitation amongst Southeast Asian Youth
An increasing number of Asian-American adolescents, particularly Southeast Asians (SEA), are at risk for commercial sexual exploitation. SEAs include refugees and immigrants from Cambodia, Laos, Thailand and Vietnam. Many SEA youth are at risk of sexual exploitation due to a myriad of factors including high rates of poverty and cultural and intergenerational conflicts as they attempt to adjust to a U.S. lifestyle vastly different from that of their parents (Chang et al., 2014) . A large proportion of first-generation SEA immigrants and refugees suffer the effects of regional conflicts during the Vietnam War. In the Cambodian community, many families still cope with the tragedies of persecution and genocide-post-traumatic stress disorder, depression, addiction, and domestic violence. Studies indicate that 40% of SEA refugees suffer from depression (Nicholson, 1997) . The high rates of poverty among SEA families further exacerbate the problems at home and increase risk of delinquency and risky sexual behavior among SEA teens. With home life struggles, many SEA teens turn to an escape, often re-creating themselves on the streets with their peers (Nicholson, 1997) .
In 2004, the rising number of commercially sexually exploited SEA youth in the local area and a lack of culturally informed resources prompted AHS and other community organizers to co-found Banteay Srei, a youth development, asset-building organization that works with young SEA women who are at risk of or engaged in the underground sex trade. The mission of Banteay Srei is to provide resources to support the healthy development of young SEA women at risk of or being sexually exploited, through self-empowerment and self-determination.
The Need for Community-based Resources and Screening
In 2006 to 2011, the Oakland Police Department reported 1,782 sex trafficking cases of minors (H.E.A.T., n.d.). In the time period of 2006-2009, AHS and Banteay Srei participated in the Sexually Abused and Commercially Exploited Youth / Safe Place Alternative (SACEY/SPA) program. The SACEY/SPA program delivered trainings about CSEC recruitment issues and the services offered by AHS and Banteay Srei, and sought referrals from organizations that did not have capacity to serve their CSEC clients. Referrals of CSEC were generated from law enforcement, providers from juvenile justice and child welfare agencies, community workers and health care providers. During Banteay Srei"s participation in the SACEY/SPA program, 40 SEA CSEC were referred but only three of these CSEC were referred from law enforcement or had engagement with law enforcement for sexual exploitation (Chang, 2012) . This meant 92.5% of the SEA CSEC assessed by Banteay Srei were referred by community based health providers and support staff, underscoring the limitations of relying on a criminal justice framework to reach these youth. It also highlighted the important role of Banteay Srei"s advocacy program in helping CSEC victims navigate systems and access resources. Cultural factors specific to the SEA population place SEA CSEC at a disadvantage for connecting to CSEC resources through local law enforcement. According to the National Center for Prosecution of Child Abuse, families who have experienced historic violence and genocide "often have a fear of law enforcement and are less likely to reach out for help" (Brown, 2011) .
Law enforcement and criminal justice agencies have held a critical role in responding to CSEC, but expecting these agencies to respond to the needs of all CSEC is unrealistic and fails to prioritize cultural differences. Institutions and agencies that interact with youth should be able to effectively identify high-risk factors and act from an informed response in the event that they encounter a youth who is commercially sexually exploited. Schools, clinics and youth centers that fail to recognize youth that are at risk or are being commercially sexually exploited, miss a critical opportunity to prevent, detect and intervene early in the exploitation process. However, the absence of specific policies and protocols related to commercial sexual exploitation make it difficult for professionals from these sectors to identify and assist CSEC (Institute of Medicine, 2013) . A need for guidelines that can direct professionals working with the CSEC population and youth that are at risk for being commercially sexually exploited is crucial to further impact and combat the CSEC epidemic.
Developing a Clinical Screening Tool to Identify CSEC Patients
Gathering Key Information from Stakeholders
In 2006, Asian Health Services Youth Program and Banteay Srei identified the need for a community-based clinical screening tool that could help to identify CSEC patients. The creation of the screening tool entailed a methodological approach of focused interviews with stakeholders, including the perspectives of CSEC victims as well as health care providers and staff. This ensured that the tool was grounded in the lived experiences of the affected population and that it could be realistically operationalized and implemented by health practitioners. First, one-on-one interviews were conducted with five AHS patients who were identified as CSEC victims to help understand the need for screening at community health center clinical sites. Second, focus groups with health care providers, youth program health educators and outreach staff, and behavioral health staff at AHS were conducted in order to determine risk factors of CSEC patients, and to understand the barriers preventing providers from screening for commercial sexual exploitation within their patient populations. Third, the domestic violence screening and referral protocol, an existing procedure at AHS, was reviewed and provided guidance on how a CSEC screening tool could be developed and implemented throughout the health center.
Key Findings from Patients and Healthcare Workers
The one-on-one interviews with CSEC patients revealed several reasons for the need for clinical screening. There is an increased need for reproductive health services because CSEC are exposed to more sexually transmitted infections One patient pointed out that clinics were an ideal screening ground because "a healthy body makes money." The patients interviewed mentioned that the adults at AHS" Youth Program and Teen Clinic were some of the more consistent professional adults with whom they interacted. Importantly, one patient noted that compared to all of her interactions with adults in various systems and settings, disclosing her engagement in the sex trade to health providers was a natural extension of answering intimate medical history questions brought up during her health assessment.
Focus groups conducted with providers and community health workers from AHS provided an opportunity to share the high-risk presentations of CSEC patients. AHS Teen Clinic utilizes the HEADSS assessment for every patient at every health visit (Reif & Elster, 1998) . The HEADSS assessment asks patients about their home situation, education status, activities and employment, drug use, sexual activity and risk for suicide. Based on this assessment, providers in the focus group identified several high-risk factors that made them suspect that their patients were being commercially sexually exploited. These high risk indicators included: not living at home but with a "boyfriend", struggling with homelessness issues, chronic truancy, no longer attending school, frequent and consistent requests for STI screenings, disclosing >10 lifetime or casual sexual partners, disclosing history of sexual abuse, and disclosure of friends or family being commercially sexually exploited.
In addition, the focus group identified barriers to screening. Identified barriers included: lack of an integrated protocol, not knowing what to ask, unclear procedures after the patient disclosed commercial sexual exploitation, and fear of causing more harm than good through mandatory reporting. It is worth mentioning that the Institute of Medicine"s report Confronting Commercial Sexual Exploitation and Sex Trafficking of Minors in the United States cited mandatory reporting as a barrier to CSEC identification because "a report to law enforcement might lead to a victim"s arrest or some form of detention" and "the systems charged with protecting and serving children and adolescents are not designed to support and assist victims and survivors of commercial sexual exploitation effectively" (Institute of Medicine, 2013). 2 or more patients coming in with the same signs and symptoms of a STI, requesting screenings, being positively diagnosed with the same STI
Reviewing an Existing Screening Protocol
The third step of creating the clinical CSEC screening tool consisted of reviewing AHS" domestic violence (DV) screening protocol to identify parallels of how the CSEC screening tool could be effectively developed and utilized. The creation and implementation of the DV protocol highlighted several important steps, including the universal application to perform annually screening of all female patients older than 18 years. The DV protocol clearly outlined steps of what to do when a patient disclosed, and outlined clear supportive referral resources. Additionally, implementation of the DV protocol entailed several trainings to educate staff about the prevalence of DV and the importance of screening. The trainings and awareness building created agency wide support for implementing the DV protocol. Considerations also included input from AHS staff regarding legal requirements surrounding mandatory reporting and suggestions on securing provider buy-in.
Drafting a CSEC Screening Tool
AHS and Banteay Srei drafted a primary care clinical CSEC screening tool and referral protocol in 2007. Before piloting the tool in AHS" Teen Clinic, stakeholders participating in the information gathering sessions were invited to review and suggest changes to the screening tool. One of the suggestions was to craft a more "open" screening question in order to make it easier for patients to seek help or disclose. Based on this suggestion, the screening question was revised to ask patients if they, or someone close to them, were being asked or forced to do something sexual in exchange for money, clothing, a place to stay or something they needed. Notably, the screening tool also included a post-screening protocol providing step-wise guidance on Child Protective Services (CPS) reporting, Oakland Police Department (OPD) reporting, available concrete services and resources with contact information, and what to do if a provider suspected or identified a commercially sexually exploited youth. The screening tool should not be utilized without first noting what to do if there is a positive screen, and what services and resources are in place to ensure a patient"s safety and immediate, concrete needs (e.g., shelter, transportation).
Disseminating the Clinical CSEC Screening Tool
CSEC Screening at AHS
Once the clinical CSEC screening tool (See Appendix) was created, AHS and Banteay Srei developed and facilitated a series of trainings to over 200 AHS staff members in order to pilot the screening tool. Some of the materials used in the trainings were created during Banteay Srei"s involvement in the SACEY/SPA program. Training topics included information on the prevalence of CSEC, how exploiters recruited youth into the sex trade, health and social issues facing commercially sexually exploited children, mandatory reporting requirements, cultural sensitivity and best practices. After implementing the clinical CSEC screening tool in 2008 at AHS, a retrospective study revealed that from 2008-2011, 177 patients had been screened and of those patients 7.3% disclosed that they were being commercially sexually exploited (Chang, K., Lee, K., Park, T., Sy, E., & Quach, T., 2015). The retrospective chart review further revealed the clinical indicators of a sexual history which showed significant odds for predicting commercial sexual exploitation (history of STI, sexually active with more than two partners, more than 10 lifetime sexual partners, and more than two combined CSEC risk factors noted in the study) (Chang, 2012) .
Sharing Resources and Spreading Awareness
In addition to utilizing the clinical CSEC screening tool at AHS, the tool was disseminated through various trainings convened by AHS (Chang, et al., 2014; Brown, 2011; Institute of Medicine, 2013) . Importantly, this work has raised greater awareness among health care providers, and has been adopted and adapted by other health centers for their own setting (Sexually exploited children protocol, 2013; Mays, 2013).
Conclusion
Serving our CSEC Patients today
AHS and Banteay Srei continue to bring greater attention and awareness to healthcare providers regarding the commercial sexual exploitation of children. AHS and Banteay Srei conducted a retrospective chart review to estimate the prevalence of CSEC among its patients and to evaluate the impact of the CSEC screening tool in identifying victims (Chang, K., Lee, K., Park, T., Sy, E., & Quach, T., 2015). As awareness of CSEC issues builds, it is imperative that providers serving this vulnerable population provide input to policy-makers seeking to create effective systems to care for and support these patients. To that end, local, state, and federal efforts should solicit input from direct service providers across sectors to create a comprehensive system of seamless integration of services from prevention to early intervention to long-term support for victims. Endeavors such as the California Child Welfare Council CSEC State Action Team, and the federal Administration of Children & Families SOAR (Stop. Observe. Ask. Respond to Human Trafficking) to Health and Wellness Network to enhance the health care system"s response to human trafficking are current policy efforts which strive to create interdisciplinary solutions and systems to support CSEC.
Recommendations
The commercial sexual exploitation of children is a significant and complex issue in the United States that has reached epidemic proportions (Clawson & Dutch, 2008) . Commercially sexually exploited youth face serious immediate and long-term health problems, which require continuous and integrated coordinated care. In order to more effectively respond to this population, several recommendations should be considered.
A. A paradigm shift to a public health approach for CSEC care and prevention should be made to guide programs and services, rather than the existing criminal justice framework. This shift is an opportunity to develop programs for prevention, intervention, and long-term care for affected and at risk youth;
B. Implementation of a patient-centered, trauma-informed and culturally competent approach, across all systems serving CSEC;
C. Development of a team-based approach to healthcare services, with funding for enabling services for affected patients (outreach, transportation, interpretation, care coordination, case management). Social determinants contributing to victimization in this population must be addressed for successful prevention, intervention, and long-term recovery for affected patients;
D. Awareness building of CSEC issues across all sectors that serve children. Public awareness campaigns, trainings on CSEC issues and best practices, and the dissemination of these best practices and tools must be made available to the public at large; and E. Universal screening, creation of tools and protocols for use in systems, institutions and agencies serving children.
Agencies must work together to share resources and coordinate the complex care needs of CSEC patients. All children should be able to access the care and support that they need in order to lead full and healthy lives.
